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A Life Safety Code Complaint Investigation of
TNO0054204 was conducted by the State of

|i Tennesseg Department of Health Division of

: Health Licensure and Regulation Office of Health [
Care Facilities on 05/26/2021. During this Life
Safety Complaint Investigation, Overton County
Health and Rehab was found not in substantial
compliance with the requirements for participation
in-Medicare/Medicaid at 42 CFR 483.90(a), Life
Safety from Fire, and the related National Fire
Protection Association (NFPA) standard

| 101-2012.

K 919 | Electrical Equipment - Other K919
$S=D | CFR(s); NFPA 101

On 5/26/2021

Electrical Equipment - Other Maintenance Director

 List in the REMARKS section any NFPA 99

| Chapter 10, Electrical Equipment, requirements | | replaced the plugs to the
that are not addressed by the provided K-Tags, * bedsin rooms 81, 78, 56, and
but are deficient. This information, along with the 53 @

| applicable Life Safety Code or NFPA standard
' Citation, should be included on Form CMS-2567.

Chapter 10 (NFPA 99) Maintenance Director will |
This REQUIREMENT is not met as evidenced l check all beds monthly for |
by: three months for the proper

Based on observations, the facility failed to repair
the electrical equipment. l grounding pin and replace '

i any plug not meeting the

This deficiency affected 2 of 6 smoke ,
requirement, Maintenance

compartments with the potential to affect 44 of 67

residents and hall 2 staff members, , [ Director will report hjs :I
- findi
The findings included: "Bs to the quarterly QA
Committee.
1. Observations on 05/26/2021 between 11:37 ! -
AM - 12:05 PM, revealed the grounding pin
missing from the plugs for the following patient |
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& Iciencﬁtatement anding with an asterisk (*) denotes a deficiency which the institution ma;r be excused from correcting providing it is determinad that
otifar safeguards provide sufficlent protection to the patients. (See instructions.) Except for nursing homes, the findings stated sbove are disclosable 90 days
following the date of survey whether or not g plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
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been modified.
NFPA 88, 10.2.2.2 (2012 Edition),

revealed the patient bed plug, in room 55, had

The Maintenance Directar, DON, and Assistant
Administrator were present when these
deficiencies were identified, and were later !
acknowledged by the Assistant Administrator and
the Social Worker Manager on 05/26/2021.

modified.

Maintenance Director will
monitor all beds quarterly to
ensure all beds have the
appropriate plug.

Maintenance Director will
report any findings to the
quarterly QA Committee.
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K 919 | Continue: 1 . . ’
b OdnthEd e pEgs K919 Maintenance Director
eds: .
1. Room 81 replaced the plug to the bed I
2. Room 78 in room 55 on 5/26/2021. ‘
3. Room 56 . .
Maintenance Director
4. Room 53 : ‘
NFPA 89, 10.2.2.1.1 (2012 Edition) checked all beds on
. 6/10/2021 to ensure no ]‘
2. Observations on 05/26/2021 at 11:52 AM, other plug on the beds were 6/10/2021
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